In most developing countries, particularly those in the tropics with a predominantly rural population, the provision of diagnostic pathology services lags behind the development of clinical resources. During the past 30 years many schemes have been devised to provide adequate and appropriate laboratory services for the different needs of rural dispensaries and health centres, small district hospitals, and regional hospitals. Appropriate technology is vital to such plans, and the World Health Organisation and other individuals have produced several valuable manuals to this end. For most of these countries, however, diagnostic histopathology services are centred on the capital or other large cities, usually in the medical school. Worthy attempts to establish histological work in small hospitals usually fail after a period of initial enthusiasm.
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The paucity of trained pathologists in regions such as subSaharan Africa was emphasised to one of the authors (MSRH) when, in his second year as professor of pathology (1963) at Makerere University, Uganda, he received a document from an international organisation asking for a list of pathologists with specialty training in oncology in Uganda. A generous estimate disclosed that within the whole area south of Sahara, but including Ethiopia, and north of the Zambezi river, there were then 12 fully qualified pathologists. With the development of medical schools in Africa and in other parts of the tropical world, more departments of pathology were established, most of which began to provide services to all government and mission hospitals in the country.
In Uganda the biopsy rates increased from 3400 in 1962 to over 12 000 in 1970, a large part of this increase being due to the reception of more specimens from "up country." Nevertheless, in many areas services are still seriously deficient. In such circumstances a postal service to a large centre outside the country may be valuable on a temporary basis, ' 
Research
The delineation of disease patterns, both of infective and noninfective conditions in Africa, is still far from complete. While it is possible to make certain generalisations about such patterns in sub-Saharan Africa, it is the variability of disease frequency between and within countries that has proved to be the starting point of so many fascinating aetiological discoveries, such as Burkitt's lymphoma and tropical splenomegaly. Before 1968 little information was available about the disease pattern in Malawi apart from that derived from the work of those concerned with the most important infectious diseases of the continent, such as malaria, schistosomiasis, and leprosy.
During the 12 years, we have used this service to extend the knowledge of the pattern of both infectious and non-infectious diseases and, where appropriate, and in conjunction with other workers, to add to the overall knowledge of the aetiology and pathology of some of these conditions.
Materials and methods
All biopsy and surgically removed specimens in government and mission hospitals throughout Malawi are fixed in 10% formol saline. With large specimens appropriate pieces of the lesion are taken for processing. After initial fixation the specimens are sent to the central pathology laboratory at Blantyre, where they are registered and given an identification number. They are then transferred to polyethylene containers with a small quantity of fixative and sealed. The "fingers" of rubber gloves make a useful and light alternative for transport of specimens.
The plastic containers, currently about 80-90 a week, are then flown from Blantyre to Heathrow Airport for onward transmission to St Thomas's Hospital; they are then cut up and processed in a routine manner. When things go smoothly specimens sent on a Friday flight from Blantyre should be processed and reported on by the following Thursday. Reports are routinely sent by air mail but in urgent cases cable or telex is used. Although the delay period is unsatisfactory, it should be borne in mind that in most rural tropical countries the major delay in reporting histology is the transport of the specimen to the BRITISH MEDICAL JOURNAL VOLUME 285 6 NOVEMBER 1982 central laboratory and of the report back to the periphery. Discussions with doctors working in rural areas of Malawi suggest that the service they receive is as satisfactory as those working in similar areas in nearby countries. Financial help to run the service has been received from the Malawi government, the Wellcome Trust, and the Overseas Development Agency.
Diagnostic patterns
In 1981 we received 4770 biopsies or surgical specimens from Africa. The histopathological diagnoses on 1000 consecutive specimens from Malawi have been analysed as part of a larger review of material received from Britain. Two hundred and fifty (25%) were malignant tumours. Carcinoma of the cervix accounted for 26% of all cancers; malignant skin tumours-predominantly squamous-cell carcinomas arising in tropical ulcer scars-for 11-4%; bladder cancer, often associated with Schistosoma haematobium infection, for 7-2%, and soft-tissue sarcomas, particularly Kaposi's sarcoma in men, for 6-0%. Other tumours common in Africa but rare in the United Kingdom included Burkitt's lymphoma (2) , choriocarcinoma (6) , and conjunctival carcinoma (4).
A common cause of morbidity in women in Africa is chronic pelvic sepsis. Of 245 diagnostic curettings (6-3% of all specimens) 25% showed non-specific chronic endometritis and 2-1% were cases of chronic salpingitis or salpingo-oophoritis. Tuberculosis, most frequently affecting lymph nodes, but also the peritoneum, endometrium, Fallopian tubes, bones and joints, and epididymis was diagnosed in 3-1% of all biopsy specimens. Both S haematobium and S mansoni have a high prevalence in Malawi. Most of the biopsydiagnosed cases (2 9% of all specimens) were S haematobium infections of the bladder or female genital tract. Other diagnoses in these 1000 specimens included onchocerciasis, leprosy, mycetoma, and rhinosporidiosis.
During the past eight years the collected histopathological material has been used for several specific clinicopathological investigations. These include studies on infectious diseases-rhinoscleroma,2 aspergilloma of the paranasal sinuses,' schistosomiasis,4 hepatitis B infection,5 visceral leishmaniasis,6 and female genital tuberculosis7; on disease of uncertain aetiology-tumoral calcinosis8 and fibroid polyps of the small bowel9; on tumours-Kaposi's sarcoma,'0-"2 salivary gland tumours," bladder cancer," 15 multiple myelomatosis,"s cervical cancer," conjunctival cancer,"' and histiocytic medullary reticulosis."9
Conclusions
At a time when British contributions to tropical medicine are being scrutinised both by politicians and by those who have long been concerned with the medical problems of developing countries, we think that there is a continuing need for us to retain our competence in the diagnostic aspects of tropical and geographical medicine as part of the total British effort in this field. The information gained by good histopathology services has been vital in initiating many of the remarkable scientific discoveries that have had their roots in the tropics. While many countries are now self-sufficient in this field many more will be short of diagnostic pathology services for years to come.
The establishment and maintenance of this service would not have been possible without the financial help and encouragement of the Wellcome Trust, in particular with their help in establishing a geographical pathology unit in the department of histopathology at St Thomas's Thomas' One interesting extension of this approach is to look explicitly at the margins of future expenditure, because it is here that priorities genuinely apply. "Higher priority" for the elderly as opposed to the acute sector clearly does not mean that all aspects of care of the elderly have priority over all aspects of acute care. Fortunately, the issue is much simpler: is the marginal resource better spent on the elderly or the acute sector? is the community overall better off if a little less is spent on the acute sector and a little more on the elderly? Acceptance of this marginal approach led the Scots (so often in the van) in their latest priorities document2 to consider different possible future growth rates so that their priorities were set out in terms of different recommendations given-that is, no growth, 11% a year, and 3% a year. This is economic planning, an acceptance that priorities are a relative marginal concept and are equally determined by benefits and costs. Three examples of different forms of programme budgeting at different levels are
